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Summary: This study proposes that the perceived legitimacy of minor illness as a reason for absence 
varies according to the nature of the illness, sex, job grade/socio-economic status and age.  
A measure of perceived legitimacy was constructed which incorporated illnesses 
commonly given as reasons for short-term absence.  Thirteen hundred civil servants 
provided data on an employee survey.  Absence frequency data were collected for 115 of 
these respondents over a 55 month period.  General support was found for the four of the 
five study hypotheses.  Contrary to one hypothesis, it was found that men legitimize  
minor illnesses as reasons for absence more than women.  Clusters of minor illnesses 
were identified using a factor analysis.  The implications for management responses to 
absence and for further research into the perception of minor illness are considered. 
 
 
 
 
 
Introduction 
 
Attempts to generate predictive models of absence have tended towards increasing elaboration 
without commensurate explanatory power.  There are two major contributory factors to this state 
of affairs.  First, many of the perceptual measures are subject to self-serving biases (Miller and 
Ross, 1975; Johns 1994), which intersects with the shared variance problem of all attitudinal 
approaches to absence.  Second, models are concerned with distal (psychological) causes to the 
relative exclusion of proximal causes.  Of these, illness is an uncomfortably common fact of life 
which accounts for much of the variance in absence behaviour.   
Of course illness behaviour is not unrelated to psychological orientation, but the relationship 
has rarely been approached by organizational researchers, not least because illnesses are usually 
apportioned into the domain of "involuntary" causes, in which most studies are uninterested.  
However, much of the absence which organizations treat as problematic consists of short spells 
which the absentee attributes to minor illness (Nicholson and Payne, 1987).  Moreover, as 
Nicholson and Johns (1985) have suggested, how they do so is fundamentally cultural, i.e. the 
product of shared beliefs about what is reasonable, normal and sufficient as a cause of behaviour, 
i.e. legitimacy.   
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To date no research has investigated this issue in detail. The present study seeks to do so, by 
considering the triangulation of reports of specific minor illnesses, perceptions of legitimacy and 
actual absence behaviour, and how these relationships vary across organizational subgroups (sex 
and status).  By seeking to fill this gap in our understanding of absence causation, the research 
also aims to contribute to practical understanding of the limits to and opportunities for more 
effective absence management. 
Absence from work is a very costly problem for employers.  For example, recent changes in 
legislation in the UK have obliged employers to bear the cost of sick pay.  Absence control 
policies have been subject to a recent surge of activity and many managers are getting tougher 
about absence 'control'- to the point of dismissal in some cases.  Nicholson (1976) has shown that 
there can be unforeseen consequences of ill-planned absence control programmes, suggesting that 
other human resource problems will be created as a result.  The issue of legitimacy is central to 
debates about whether 'control' policies yield intended effects on absence, whether such policies 
produce side effects on other work behaviours, or how the effects should be monitored.  The 
underlying question is what is perceived to be legitimate as a reason for absence and by whom?  
At least half of absence from work is short-term in nature; up to 80% of absence spells have 
been attributed to minor illness (Nicholson and Payne, 1987) and even this may be an 
underestimate (Johns, 1992).  Many people would attribute legitimacy to illnesses associated with 
long-term absence, but this is less likely for short-term absence and minor illness.  Almost 
everyone can think of people who feign or exaggerate illness in order to take time off. Managers 
and subordinates make judgements about the legitimacy of reasons given for absence and these 
perceptions may affect morale and performance.  However, little is known about these effects 
because little is known about perceived legitimacy.  This paper therefore seeks to shed light upon 
the concept of legitimacy in relation to absence.  
Absence from work is said to be phenomenologically unique (Nicholson, 1977) and many 
indices of organizational behaviour may have only limited relevance to it. There have been several 
attempts to model absence behaviour (see for example Gibson 1966; Nicholson 1977; Steers and 
Rhodes 1978; Fichman, 1988; Brooke and Price 1989; Rhodes and Steers 1990). Many 
researchers have implied that illness is unavoidable and something over which the individual has 
little or no control; therefore 'having' the illness implicitly results in a decision to be absent (see 
Steers and Rhodes, 1978; Rhodes and Steers, 1990). As a consequence, absence behaviour has 
been seen largely as a function of forces (such as job satisfaction, commitment, climate, group 
pressures, leader behaviour, organizational culture) propelling towards attendance or absence and 
other factors influencing the ability to attend, such as transport, family, accidents and illness.   
 
 
Individual Choice and Attribution 
 
Analysis of absence behaviour typically gives illness a causative role.  However, not all illness 
results in absence.  Nicholson and Payne (1987) showed that this is the case for only one in four 
incidents of illness.  Nicholson (1977) suggested that absence could be placed on a continuum 
from A to B, where B represented those absences which are entirely under the potential control of 
individual choice and A represented those with no discretion, resulting in involuntary absence.  
The essence here is the extent to which individual choice could have been exercised.  There are 
many factors that might influence choice, ranging from socio-economic class, sex and age to 
stress, work attitudes, perception of and attitudes to illnesses.  It has been suggested that 
employees will tailor their absence patterns to the boss's needs (Nicholson and Johns 1985) and 
this principle can easily be extended to providing socially acceptable reasons for absence.  
Choices to be absent for short spells are likely to be justified ex post as minor illness since this 
cause is often seen as socially acceptable or legitimate, whereas the real reason (for example, 
anxiety and stress, family commitments) may not be seen as such (Miller and Ross, 1975; 
Nicholson and Payne, 1987).  This attribution would be a form of self-serving bias.   
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The relative importance of minor illness as a reason for absence and its placing on the A-B 
continuum is thus central to the concept of legitimacy.  Nicholson and Payne (1987) suggest that 
"the claim to have a minor illness constitutes a broad blanket attribution that obscures complex 
mixed motives".  An effect of continued attribution of minor illnesses as reasons for absence may 
be to reduce their perceived legitimacies, thus creating variable levels of legitimacy across 
illnesses relative to their frequency.  Factors that might affect legitimacy would include the 
salience of both illness and absence to the individual, for example in terms of past experience of 
the illness.  Moves by the organization to apply pressure to those who are absent may result in a 
change in patterns of reasons for absence toward those with greater levels of legitimacy in the 
spectrum of minor illnesses. 
 
 
Absence Behaviour and the Psychological Contract 
 
Managers' ratings of effectiveness of absence control programmes does not appear to 
correspond with actual effectiveness (Scott and Markham, 1982, Scott et al, 1985), possibly 
because indiscriminate use of disincentives penalises both legitimate and illegitimate absence.  If 
the organization is trying to develop staff and increase autonomy, control policies may be sending 
signals to the opposite effect (Edwards and Whitston, 1989 and 1993), and recognition of good 
attendance may well be the most effective motivator and superior to any penalty system for 
absence (Harvey and Nicholson, 1993).  
The psychological contract (Schein, 1980) involves an implicit exchange of beliefs and 
expectations about what constitutes legitimate actions by either party.  In recent decades there has 
been a gradual enlargement of the scope of legitimate or acceptable causes of absence, moderated 
by occupational status and trust (Nicholson and Johns, 1985).  Thus, there is more discretion to 
judge whether or not one's illness should result in absence coupled with socially evolved beliefs 
about legitimate reasons for absence.  Those in low-discretion roles with less trust may well see 
their psychological contracts as allowing and even condoning absence for some illnesses (up to a 
specified limit and probably known to many employees).  Absence cultures, determined by level 
of trust and cultural salience, represent the form and nature of the psychological contract relating 
to absence within an organization. 
The effect of many absence control policies is to restrict the discretion to judge whether one's 
own reason for sickness is legitimate.  This may be achieved by requiring the immediate superior 
to sign a sick note or by interviewing all returners.  This can result in a change in the nature of the 
expectations of and reasons for attendance, altering the psychological contract and therefore the 
absence culture.  In low-trust cultures, absence may increase in amount toward the prescribed 
policy limits and there may be increased 'strategic' use of sick days to lengthen weekends as an 
adjunct of employees' manifest distaste for the culture (Markham et al, 1982; Nicholson and 
Johns, 1985).  In such circumstances, there may be greater self-serving legitimization of high 
discretion illnesses (Miller and Ross, 1975; Nicholson, 1977; Nicholson and Payne, 1987).  
Women generally have more absence spells and total days lost than men, although job grades 
tend to attenuate the effect (e.g. Taylor, 1974 and 1984; Hackett, 1989) while some studies show 
no differences between the sexes (e.g. Brooke and Price, 1989; Haccoun and Jeanrie, 1995).  Age 
is inversely related to absence (e.g. Taylor, 1974 and 1984; Nicholson et al, 1977), but only for 
avoidable absence (Hackett, 1990).  Illness is usually considered to be the cause of unavoidable 
absence, a position which apparently contradicts Nicholson's (1977) notion of discretion and the 
A-B continuum.  However, the predictive ability of many variables, such as job satisfaction, age 
and stressors, upon absence differs for men and women, leading Hackett (1989), and more 
recently VandenHeuvel and Wooden (1995), to assert that future absence research should separate 
the sexes. 
 
 
Minor Illness and Absence 
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The incidence of minor illness is almost impossible to quantify directly, and data collection in 
this area has encountered considerable methodological problems.  Morbidity data suggest greater 
incidence of minor illness and general practitioner consultation amongst women and a strong 
socio-economic gradient.  Sex does not predict absence consistently for all grades (North et al. 
1993; McCormick and Rosenbaum, 1990; Tellnes, 1989) but the socio-economic gradient is 
sustained even when a wide range of risk factors are taken into account.  There is higher longevity 
and better health amongst women (McCormick and Rosenbaum, 1990; Bird and Fremont, 1991).  
It may be that women divulge personal information about symptoms with greater ease and have 
higher symptom sensitivity (Corney, 1990; Gijsberg et al., 1991).  When social class is held 
constant, morbidity data show mixed results for separate illnesses and the sex differences become 
less clear.   
There have been few studies that have considered separate minor illnesses in terms of their 
influence on absence.  Evans and Edgerton (1992) attempted to link moods and immunity, 
reporting lagged relationships between cold and throat infections and mood states corresponding 
exactly to the "incubation period" for the infections.  Using factor analysis, they reduced their 
dependent variables (symptoms) to four main groups: colds; malaise; headache and cough and, 
from aggregated mood descriptions, derived three mood factors of 'happiness', 'tense depression' 
and 'hostile depression'.  Other studies have considered specific illnesses in relation to absence 
and reduced immunity, such as depression and anxiety states, but these may behave differently to 
other illnesses in many ways (Jenkins, 1985; Evans and Edgerton, 1991; Lam and Power, 1991).  
Other variables such as perceived health status, hardiness, personality factors, job satisfaction, 
'coping' and adaptation level may also have mediating roles in an illness-immunity-absence 
relationship, possibly according to sex (e.g. Kobasa et. al. 1982; Friedman and Booth-Kewley, 
1987; Farrell and Stamm, 1988).  
 
 
Present research 
 
Minor illness and its perceived legitimacy as a reason for absence plays a significant role in 
absence behaviour.  It is proposed that minor illness must be considered as a multiple variable 
interacting with sex and socio-economic factors.  Five hypotheses are examined here:  
 
(i) Perceived legitimacy varies between minor illnesses. This derives from the evidence which 
suggests that minor illnesses (particularly depression) vary in their explanatory power in 
relation to immunity and absence behaviour (Jenkins, 1985; Evans and Edgerton, 1991; Lam 
and Power, 1991).  
(ii) Minor illness are more easily legitimised by women than men, but differences are reduced for 
higher job grade./socio-economic group. This derives from the evidence that women have 
greater symptom sensitivity, more minor illnesses, visit their general practitioners more often 
yet may not have greater absence when grade is controlled, that higher socio-economic grades 
show reduced absence and the assertion that the sexes should be considered as separate 
populations in terms of absence behaviour (Corney, 1990; Gijsberg et al., 1991).  
 (iii) There is greater legitimization for lower job grades/socio-economic groups; legitimization is 
lowest for the middle age groups. These derive from the evidence showing clear socio-
economic, job grade gradients and age differences in absence spells and total days lost and that 
the psychological contract implies different legitimizations by managers and employees 
(Tellnes, 1989; McCormick and Rosenbaum, 1990; North et al., 1993).  
(iv) That clusters of illnesses can be identified which show some similarity to those of Evans and 
Edgerton (1992).  In particular: depression will be unrelated to other illnesses; low-discretion 
illnesses, such as chest infection, and diarrhoea will form one or more separate clusters. If 
there are common bases to perceptions of minor illnesses, then these may show some 
constancy between reported symptoms and attributions/perceived legitimacy.  Depression is 
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divergent from other illnesses in aetiology and manifestation (Jenkins, 1985; Lam and Power, 
1991) 
(v) High levels of perceived legitimacy are associated with greater absence.  Attribution theory 
would suggest that absence may result in greater legitimization of at least certain illnesses 
(Miller and Ross, 1975; Nicholson and Payne, 1985; Nicholson and Johns, 1987). 
 
 
Method 
 
Employee survey and tests of representativeness of respondents 
 
The population was an administrative region of a department of the Civil Service in the United 
Kingdom, comprising some 2600 employees at the time of the investigation (1991/92).  The 
population geographically covered a regional office and some 80 local offices, the latter being 
combined progressively into approximately 50 larger offices over a longer period whose timescale 
included this investigation.  Employee surveys containing the study measures were distributed by 
internal mail and returned in the same manner using pre-addressed envelopes.  All employees 
were informed that their participation was voluntary and that their individual responses would 
remain confidential.  Respondents were asked to identify themselves only if they were prepared to 
be interviewed in a follow-up study.  Negotiation with the trades union resulted in the omission 
from the survey of the geographical location of respondents (except those who were prepared to 
be interviewed) in order to avoid any individual being uniquely identifiable from their response.  
A response rate of 50.3% was obtained, giving N=1301 as the sample.   
The respondents covered all grades and job types in the organization.  Occupational 
classifications included typist, secretary, clerical officer, administrative officer, planner, manager, 
area manager, personnel officer, training officer, fraud officer and counsellor. Smaller numbers of 
the two highest grades necessitated the reduction of job grade groups to four in this study: these 
are A (lowest) to D (highest).  71% of the respondents were women.  14.8% of respondents 
worked part-time and all but 4 of them were women; however, the proportion as part of the total 
population of employees is unknown.  Table 1 shows the numbers of responses by grade and sex. 
 
 
Table 1: Percentage of males in sample and population by grade 
Grade A B C D All 
      
Male %  popul'n 23.7 22.6 32.6 64.1 28.7 
Male %  responses  24.5 25.4 31.8 57.5 28.9 
Total N  114 698 399 80 1291 
 
 
The proportion of male respondents and population was compared across the 4 grade groups, 
yielding χ2= 6.74, with 4 df;  p<.20.  Similarly, the ages for respondents were compared to those 
of the population, yielding χ2= 6.9 with 4 df, p<.20.  It can be concluded that the respondents are  
representative of the total population of employees in the region in terms of sex, age and grade.  
The distribution of grade by sex of respondents was analysed, yielding χ2= 42.1, with 3 df, 
p<.0001, showing clearly that there are proportionally more male respondents and higher grade 
staff.   
All the respondents  in the study were subject to an absence policy.  It is the law in the United 
Kingdom that all absence spells under 7 days are self-certified and those of 8 days or over require 
certification by a general practitioner or hospital doctor.  In this organization, in addition to the 
above, absences totalling over 14 working days in each of the first three years and 21 working 
days in each year thereafter would be the subject of investigation and potential discipline by the 
manager.  There was little central information on absence other than to calculate absence for the 
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purpose of reclaiming 'sick pay' from the Government.  Absence spells data could only be 
obtained a year after the survey when the information had been fully computerised in frequency 
format.  During the progress of the survey, the organization was contemplating the introduction of 
return-to-work interviews for all absences. 
 
 
Measures 
 
There was no existing scale to measure perceived legitimacy of minor illness as a reason for 
absence.  Therefore, a scale was constructed with 18 minor illnesses which were the most 
commonly occurring from 'sick notes' at the organization.  The scoring was preceded by "Which of 
the following would you think as justifiable for people to be off sick? Please tick the box for each 
which most nearly applies to people at work in any office occupation". The scale consisted of the 
phrase 'I think that this reason justifies time off work...' scoring for 18 illnesses with six answer 
choices of 'always, often, quite a lot, sometimes, rarely, never'.  The legitimizing of one's own 
illness was deliberately avoided in the wording since few if any respondent would have suffered 
all of the illnesses listed.  Job grade, part-time or full-time status, age group and sex of respondent 
were also recorded. 
Absence data in the form of spells for 24 months before and 31 months after the legitimacy 
measures were obtained for 115 of those respondents who identified themselves but in many cases 
the nature of the illness was not specified on the computer data.  The mean number of spells for 
each period was x  =4.72, s.d. =4.07 and x  =5.38, s.d. =4.23 respectively. 
Data were analysed using non-parametric tests, reflecting the ordinal nature of the data and the 
non-normal distributions of the responses.  Two-tailed tests were conducted for rigour.  Most tests 
are conducted on the eighteen minor illnesses separately.  However, the repetition of these tests 
raises the probability of type I errors, and significance levels were cautiously interpreted. 
 
 
Results 
 
Descriptive statistics and sex differences 
 
Table 2 shows the pattern of legitimacy scores for each of the 18 illnesses, for men and 
women.  The data show large variation for some illnesses, with four (viral illness, fainting, 
diarrhoea, and tonsillitis) having polarised (bi-modal) distributions, and two (migraine and 
dizziness) having distributions widely spread across the range.   
 
 
Table 2:  Means, standard deviations and comparison of the sexes using the Mann-Whitney U test.   
        Men      Women Mann-Whitney test 
 Illness x   s.d. x   s.d.    z prob (z) 
1 Cold 5.2 0.8 5.1 0.8  1.85 n.s. 
2 Severe cold 3.4 1.1 3.4 1.1  0.21 n.s. 
3 Upset stomach 3.8 1.0 3.6 1.0  3.16 
.0016** 
4 Mild backache 4.9 0.9 4.9 0.9 -1.28 n.s. 
5 Severe backache 2.8 1.2 2.9 1.1 -2.74 .0062** 
6 Headache 4.9 1.0 5.1 0.9 -4.16 .0001*** 
7 Severe headache 3.4 1.2 3.6 1.1 -3.22 .0012** 
8 Throat infection 2.9 1.2 2.9 1.2  0.96 n.s. 
9 Chest infection 2.8 1.2 2.7 1.2  2.27 .0232 
10 Depression 3.4 1.4 3.4 1.3 -0.30 n.s. 
11 Sickness/nausea 3.7 1.2 3.9 1.1 -2.74 .0062** 
12 Viral illness 2.6 1.2 2.7 1.2 -1.07 n.s. 
13 Neck strain 4.2 1.1 4.2 1.1  0.13 n.s. 
14 Migraine 2.9 1.3 2.9 1.2  0.33 n.s. 
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15 Dizziness 4.0 1.2 4.0 1.2  0.61 n.s. 
16 Fainting 2.9 1.4 3.3 1.4 -3.45 .0004*** 
17 Diarrhoea 2.8 1.4 2.7 1.3 -0.84 n.s. 
18 Tonsillitis 2.4 1.3 2.4 1.2 -0.09 n.s. 
Notes:  ** indicates p<.01 and *** indicates p<.001, all 2-tailed;  higher means relate to lower legitimization; the distributions 
of B12, B16, B17 and B18 are bi-modal; N= 376 for men and 915 for women  
 
 
Mann-Whitney tests (also reported in Table 2) yield sex differences for six of the 18 illnesses 
significant at p<.01, 2-tailed.  Men ascribe greater legitimacy to severe backache, headache, 
severe headache, feeling sick/nauseous and fainting.  For upset stomach, the difference is 
reversed.  These results suggest that there is greater legitimization of illnesses by men than 
women.  
 
 
Analyses by job grade and age 
 
To ensure that all effects could be differentiated and interactions detected, given that grade and 
sex were not independent in this study, Kruskal-Wallis one-way analyses of variance were 
conducted of grades by sex and Mann-Whitney U tests were conducted between the sexes by 
grade.  These analyses are summarised in Tables 3 and 4.  The picture is complex but independent 
grade and sex effects in the legitimization of various illness groups are apparent.   
 
 
Table 3:  Kruskal-Wallis analyses of variance:  illnesses showing significant grade 'gradients' in perceived 
legitimacy:    
 Men Women 
 cold† cold† 
 severe cold** severe cold**† 
 upset stomach* upset stomach*** 
 backache*** backache**† 
 severe backache*** severe backache 
 headache*** headache 
 severe headache*** severe headache 
  throat infection 
  chest infection 
 nausea** nausea** 
  fainting 
 tonsillitis**  
N 376 915 
Notes: ** p<.01;  *** p<.001, all 2-tailed;  †  gradient excepting  grade A;  grade gradient 
refers to lower legitimization by higher grades;  18 illnesses were tested for each sex  
 
 
Conducting 36 2-tailed tests, as in table 3, implies the probability of p=.84 of the presence of at 
least one type I error at a significance level of p<.05, but at p<.01 this is p=.30.  Thus, the greatest 
importance should be attached to those (asterisked) analyses yielding less than p<.01.   
The significantly greater legitimization by men of headaches is apparent through both of the 
tests.  There are clear grade gradients for both sexes for most illnesses [16/18 for women, 14/18 
for men] in terms of less legitimization the higher the grade, though these are not significant in all 
cases and grade A acts exceptionally by legitimizing less than grade B for those illnesses marked 
†.  Only depression and feeling dizzy show no discernible grade gradient. 
Table 2 demonstrates that upset stomach and feeling sick show opposite legitimization trends 
for men and women, yet Table 3 shows they both have similar and significant grade gradients.  
They correlate highly with each other for each sex and the factor analyses for each sex (see below) 
Minor illness and absence  8 
place them together as a factor.  These results support hypothesis ii (lower levels of legitimacy for 
men) for 'upset stomach' yet refute it for 'feeling sick'. 
In table 4, it can be seen that sex differences within grades are spread across illnesses and that 
all grades show some differences between the sexes.  Several more results were of borderline 
significance.  These findings suggest that there is no reduction in sex differences for higher 
grades. 
 
 
Table 4:  Mann-Whitney analyses:  grades exhibiting sex differences at p<.01 for each illness. 
Minor illness Grade with significant sex differences 
upset stomach     
mild back A    
severe back A B C  
headache  B  D 
severe head A B   
feel sick  B   
fainting    D 
diarrhoea     
tonsillitis  B   
Notes: All tests are 2-tailed;   all show men legitimizing more than women. For chest infection the result for all 
grades combined was p<.05, as shown in Table  3. 
 
 
For the 72 tests summarised in this table, there is p=.51 of at least one type 1 error at p<.01.  
However, 11 comparisons are significant at p<.01, all in the reverse direction to hypothesis ii.   
From tables 2, 3 and 4, it is suggested that hypothesis ii can be rejected.  The finding relating to 
digestive illness is exceptional to the general pattern of greater legitimization by men. 
The third hypothesis also refers to age, which often closely corresponds with grade (in this 
study, yielding χ2=306.7, 9df, p>0001).  The five age groups were thus analysed for legitimacy 
differences.  Kruskal-Wallis analyses of variance by ranks on the eighteen illnesses yielded 
significant findings at p<.01 for nine illnesses: cold, severe cold, upset stomach, mild backache, 
severe backache, headache, severe headache, sickness/nausea and fainting.  The data largely 
follow the same curvilinear trend: the greatest legitimization amongst the 26-35 age group 
followed by an age gradient of decreasing legitimization until the 56+ age group, where 
legitimization increases again.  This finding is consistent with Nicholson et al. (1977) and 
supports hypothesis iii.  The exception to this trend was depression, which showed lower 
legitimization by the youngest and oldest groups, although the differences were not significant.   
Although not strictly appropriate for these non-parametric data, 18 ANOVAs were conducted 
for age and grade on each illness legitimacy, in order to separate them as predictors.  The analyses 
yielded, at p<.01, 2-tailed, exactly the same nine significant illnesses for age as identified above; 
grade was only significant as a predictor at p<.01 for four illnesses [upset stomach and backache, 
chest infection and sickness/nausea] and at p<.05 for a further illness [throat infection].  There 
were no significant age-grade interactions.  The analyses were conducted with grade recoded to 
three groups and age to two groups in order to obtain reasonable N in each cell.  Nevertheless, 
these findings suggest stronger age-related legitimacy than grade-related patterns. 
 
 
Factor analyses 
 
Principal components analyses were performed on the data for both sexes, resulting in very 
similar sets of factors.  There were some sex differences in the percentages of variance accounted 
for by each factor and also in the stronger relationships (higher correlations and factor loadings) 
within the headache, severe headache and migraine factor for men than for women.  However, 
when the three pairs of correlations between these illnesses were compared for the sexes using 
Fisher's Z transformation, only one pair, headache and migraine, was significant at z=2.34, 
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p<.0190.  Therefore the following findings apply for all respondents combined.  An orthogonal 
transformation was performed on the data and the scree plot suggested the rotation of six factors.  
The resulting factor loadings are shown in Table 5 and the correlation matrix is included in the 
appendix.   
 
Table 5:  Factor loadings of >.350 for perceived legitimacies of illnesses for all respondent 
Illness   Factor    
 a b c d e f 
Infections       
8 Throat infection .777      
9 Chest infection .788      
12 Viral illness .658      
17 Diarrhoea .546 .522     
18 Tonsillitis .724      
       
Cold/malaise       
  1 Cold  .827     
  2 Severe Cold .373 .626     
  3 Upset stomach  .581     
  4 Mild backache  .552   .381 .399 
       
Malaise       
  11 Sickness   .597    
  13 Neck strain   .415  .597  
  15 Dizziness   .782    
  16 Fainting   .764    
       
Headaches       
  6 Headache  .357  .790   
  7 Severe Headache    .797   
  14 Migraine   .441 .469   
       
Depression       
  10 Depression     .762  
       
Severe back       
  5 Severe backache      .827 
       
Eigenvalue proportion of 
variance 
 .370  .097  .070  .058  .049  .044 
 
 
 
These data support the existence of an 'infections' factor, which can be considered to be a low-
discretion illnesses cluster.  A second factor would seem to combine colds and 'malaise', whereas 
Evans and Edgerton (1992) described these as separate factors.  However, the third factor found 
here might also be a malaise-type cluster.  The fourth factor, not identified in the Evans and 
Edgerton study, is headaches.  The remaining two factors are singlets:  depression and severe 
backache;  it was hypothesised that depression would behave differently to other illnesses, and its 
appearance as a singlet, would seem to bear this out.  Interestingly, severe backache also emerges 
quite separately from other illnesses, including mild backache.   
These results contrast with those of Evans and Edgerton (1992),whose study generated fewer 
factors.  Factors identified here which are not apparent in the Evans and Edgerton study are 
infections and the singlet factor severe backache.  Depression also emerged as a single separate 
factor, completely unrelated to all other illnesses, as predicted from other research (Evans and 
Edgerton, 1991; Jenkins, 1985).   
 
 
Perceived legitimacy and absence spells 
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ANOVAs performed on the absence data for grades yielded grade differences with F=3.1, 
p<.031 and F=2.6, p<..054 for the first and second periods respectively.  However, a t-test 
revealed no significant sex differences.  The minor illness legitimacy factors were each correlated, 
using Spearman's ρ, with the two absence measures and the total absence spells during the 55 
month period for which data were available.  Factors were used because no data were available to 
identify specific illnesses attributed for absence spells.  The results are shown in Table 6. 
 
 
 
Table 6:  Correlations between absence spells and perceived legitimacy   
Legitimacy factor  Absence period  
 First period Second period All spells 
Infections  .005   .013  .005 
Colds/malaise 
-.208* -.205* -.226* 
Malaise  .025 -.082 -.035 
Headaches -.106 -.133 -.138 
Depression  .030 -.005   .015 
Severe back -.158 -.141 -.160 
A negative correlation means the greater the legitimization, the more absence spells;    * indicates p<.05;    N= 115 
 
 
It can be seen that perceived legitimacy is related to absence frequency for colds/malaise at 
p<.05 and the data suggest similar but non-significant trends for headaches and severe backache.  
There are too few data to consider grade differences in these correlations.  In relation to sex 
differences, severe backache appears to be significantly associated with absence spells for men 
rather than women, with the reverse being true for colds; however, these findings are based on 
small numbers and must be treated with caution. 
 
 
Summary of results 
 
These results show clear variation between minor illnesses, supporting the first hypothesis.  
Women do not generally legitimise illness more than men, nor are sex differences reduced with 
increased grade, refuting the second hypothesis.  Clear grade and particularly age differentials 
have been found for many illnesses in terms of less legitimization at higher grades and the middle 
age groups, supporting the third hypothesis.  The relationship between sex and grade as 
determinants of perceived legitimacy is not straightforward, which suggests that other factors are 
exerting considerable influence on perceived legitimacy.  The factor analysis of the perceived 
legitimacy scale suggests illness clusters as proposed by hypothesis iv, but these are different to 
those of Evans and Edgerton (1992).  Absence spells are related to perceived legitimacy for colds 
/malaise, potentially high-discretion illnesses. 
 
 
 
Discussion 
 
The results of this study support the first hypothesis; there are very different patterns of 
legitimacy between and within illnesses, so different as to suggest some strong illness-specific 
attitudes.  These show that the placing of illnesses on the A-B continuum (Nicholson, 1977) has 
great individual variation.  The wide and bi-modal illness distributions suggest polarised views 
that potentially could have a profound effect upon managers' and subordinates' responses to 
absence.  One illness seems to stand out as being an exception- depression;  there are likely to be 
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different attributions associated with this illness, since it has no grade or age gradient nor shows 
any sex differences.   
The third hypothesis, relating to grade and age differences in legitimacy is also supported in 
general terms.  There is less legitimization at higher grades, and there appears to be no reduction 
in the sex differences at higher grades.  These findings are consistent with North et al (1993) if 
grade can be taken to be a reasonable indicator of socio-economic status.  The age differences 
found agree largely with Hackett (1990), with the exception of the highest age group and under 
the assumption that the perceived legitimacy measures implicitly mean that absence due to minor 
illness is to some extent avoidable.  These findings imply that perceived legitimacy changes and 
develops with either time or seniority or both, and that there may be generational effects.  
Evidence showing both maturational and generational changes in the Protestant Work Ethic 
(Furnham, 1990) supports this notion.  The role of job and chronological maturation in 
determining changes in perceived legitimacy for both sexes requires further investigation.   
However, the second hypothesis is clearly refuted.  These data show that men legitimize 
several minor illness more than women, and have more unified perceptions about illnesses which 
are infectious or headache/backache-related.  In addition, there is no evidence from the available 
data in this study to suggest higher actual absence of women.  These results challenge the way 
many managers think about women being more absence-prone than men, even taking into account 
the larger proportion of women in lower grade jobs.   
The greater symptom sensitivity and consultation with their general practitioners by women 
(Corney, 1990, Gijsberg et al,. 1992) supports their greater legitimization of illness.  To account 
for the reverse means that one has to assume some different perceptual processes or attributions 
by men, at least in the context of absence.  There are potentially some very fundamental 
differences in work attitudes, values and perceptions between the sexes, and research into these in 
relation to absence would support this (Harvey, 1996).  Sex differences in life roles have been 
attributed causes of absence due to domestic or personal concerns (Nicholson and Payne, 1985) 
and there have been inconsistent results in terms of morbidity and absence levels, although some 
of these have related to grade/class differences.  None of the sex differences found here are 
explained by grade differentials.  Life roles in the context of this research are complicated by 
region-specific issues, and it is therefore difficult to disentangle sex differences in life roles as 
they may affect work attitudes and particularly absence behaviour and attributions.   
In terms of actual absence frequencies, the grade differences found are consistent with other 
findings (e.g. Income Data Services, 1988; North et al, 1993) but the non-significance of sex 
differences, although not unique, is out of line with several studies (e.g. Farrell and Stamm, 1988; 
Hackett, 1989).  However, the possibility remains that the reasons for absence may vary between 
the sexes, even if the actual incidence numbers happen to be similar in this study. 
The hypothesised finding of illness clusters which may relate to absence behaviour raises the 
issue of how we actually perceive minor illness.  It may be that some illnesses, such as depression, 
are indeed perceived quite differently (Jenkins, 1985; Lam and Power, 1991), whereas others tend 
to be perceived similarly.  The perceived legitimacy of the relatively high-discretion cold/malaise 
illness cluster is clearly related to absence frequency; however this analysis would have been more 
comprehensive had it been possible to identify specific attributed causes of absence to match 
illness legitimacy with incidence of absence due to the illness.  In order to develop the notion of 
perceived legitimacy further, more research is needed to establish the psychological mechanisms 
relating to the perception of different symptoms and illnesses or illness clusters, and how these are 
attributed and legitimised if they are to inform our understanding of absence behaviour.   
 
Conclusion 
These results raise several issues concerning the management of absence behaviour.  The study 
has shown clearly that men and women, of different grades and ages, vary considerably in how 
they perceive illnesses as legitimate reasons for absence.  If perceptions of legitimacy affect work 
behaviour and attitudes, as indeed they seem to, then this presents a major problem to 
management, not easily resolved by the installation of tougher control policies.  Managers who 
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misinterpret the attributions and perceptions of their subordinates in relation to absence are likely 
to respond inappropriately with potentially negative consequences.   
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Appendix: Correlation matrix for illnesses (all respondents, N=1290) 
 
 
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16
1 Cold 1 
               
2 Severe cold .539 1 
              
3 Stomach .330 .433 1  
            
4 Backache .424 .289 .333 1 
            
5 Severe backache .157 .361 .292 .316 1 
           
6 Headache .388 .285 .296 .401 .205 1 
          
7 Severe headache .235 .431 .339 .290 .408 .627 1 
         
8 Throat infection .257 .417 .367 .198. .345 .307 .470 1 
        
9 Chest infection .245 .384 .355 .220 .348 .251 .366 .719 1 
       
10 Depression .189 .213 .205 .226 .229 .220 .253 .245 .329 1 
      
11 Nausea .245 .315 .406 .283 .245 .323 .376 .377 .368 .324 1 
     
12 Viral illness .160 .331 .320 .149 .292 .202 .314 .509 .527 .300 .407 1 
    
13 Neck strain .218 .262 .231 .365 .278 .263 .247 .301 .337 .340 .399 .385 1 
   
14 Migraine .134 .281 .285 .169 .303 .309 .519 .403 .374 .275 .338 .432 .332 1 
  
15 Dizziness .146 .224 .276 .237 .227 .305 .362 .329 .312 .291 .494 .378 .426 .462 1 
 
16 Fainting .082 .236 .249 .160 .270 .212 .331 .360 .321 .263 .449 .415 .379 .434 .613 1 
17 Diarrhoea .152 .270 .359 .144 .246 .196 .302 .429 .413 .232 .375 .462 .278 .407 .401 .435
18 Tonsillitis .122 .262 .246 .135 .269 .171 .247 .531 .525 .210 .322 .529 .290 .355 .361 .405
 
